CMS-1500 Unguided Activity Part 1 of 4 Web-Based Tutorial

4
1500 =
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PICA PICA ¥
(1 MEMCARE MEMCAID TRICARE CHAMPYA | 10 INSURED'S LD NUMBER {For Progeam in item 1 L
] p [ ) [ emter iy |
Fr Middia Inmal) |E} n__l £ ;.IJlr-n..'n..r[ SEX 4. NSURED'S NAME {Last Name, Fist Name, Middio Initial)
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| & PATIENT'S ADDRESS (Mo., Stroet) Es PATIENT RELATIONSHSP TO INSURED 7. INSURED'S ADDRESS (Mo, Stroet)
| son[ ] Spouse[ ] coad[ ] omer[ ]
:L.Ivi STATE :z
e — Click to print the field data to complete this activity. I incaudo Ares Gosal 'gf_
———— » I 18
| 9. OTHER INSURED'S NAME (Last Name, First Name, Middie insal 1015 PATIENT S CONDITION HELATED TO); 11, INGURED S POLICY GROUP ORF FECA NUMBER i!
=)
:.1 DTHER IN:.‘:LIHLLJ S POLICY OR GROUFP NUMBER o EMPLOYMENT? {Curret or Pravious | a I-:sl_:iF-n s n..'.‘..F OF B :\E'LH SEX |§
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D oTHER :E:ﬁur\-zn 5 DATE OF BIRTH sex b. AUTO ACCIDENT? PLACE (Siata) | 0 EMPLOYER S NAME OR SGHOGL HAME =
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5: k\‘r'Lé\'El’.‘.i‘M-\.'.‘E OR SCHOOL ‘.-'J\!-"_ c OTHER ACCIDENT? ¢, INSURANCE PLAN NAME OR PROGRAM NAME .E
[ ves OOwe |
Note: Remember to enter all data on the claim form within the designated areas for each field. Information
used to complete examples is fictitious.
Note: After typing data in a field, press Enter to continue fo the next field.
Continue with activity

Click to print the field data to complete this activity.

Note: Remember to enter all data on the claim form within the designated areas for each field. Information used to
complete examples is fictitious.

Note: After typing data in a field, press Enter to continue to the next field.
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b. OTHER INSURED'S DATE OF BIRTH
My DD WY

vl

. EMPLOYER'S NAME OR SCHOOL NAME

10 15 PATIENT S CONDITION RELATED TO

a. EMPLOYMENTY {Currerm or Pravious|

D\’ES DNO

b AUTO ACCIDENT?

PLACE (Stnte)
Cvwes e
¢ OTHER ACCIDENT?

D\‘FH DNO

11, INGURED'S POLICY GROUP OR FECA NUMBER

b, EMPLOYER'S NAME OR SCHOOL NAME

£, INSURAMNCE PLAN NAME OF PROGRAM MAME

MENT AND INSURED INFORMATION

The correct answer is "MEDICAID".

The correct answer is "MEDICAID".
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The correct answer is "00000000A95001".

The correct answer is "90000000A95001".
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The correct answer is "Miller Joseph A".

The correct answer is "Miller Joseph A".
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Tip: Remember to put spaces between the month, day and year so each is in its designated field.

The correct answer is "06 13 76".

Tip: Remember to put spaces between the month, day and year so each is in its designated field.

The correct answer is "06 13 76".
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The correct answer is "M".

The correct answer is "M".
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The correct answer is "1445 Millers Road".

The correct answer is "1445 Millers Road".
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The correct answer is "Anytown".

The correct answer is "Anytown".
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The correct answer is "CA".

The correct answer is "CA".
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The correct answer is "95823".

The correct answer is "95823".
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The correct answer is "916-555-4567".

The correct answer is "916-555-4567".
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